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Abstract
The purpose of this paper was to examine predicted variations in Health Related Quality
of Life (HRQoL) among individuals over the age of 65 residing in Long Term Care (LTC)
facilities. Variables related to self-care, depression, gender, social support, and leisure activities
were examined. Univariate analysis was conducted from data collected from 110 LTC residents
from 15 assisted living facilities (ALF) and nursing homes (NH) throughout Arkansas and a
standard multiple regression was employed. Linear combinations of independent variables were
significantly correlated to variations of HRQoL. More specifically, higher ratings in depression
were positively correlated to lower ratings of HRQoL. Higher activity participation was
positively related to lower ratings of HRQoL. Marital status and educational level was
negatively correlated to higher ratings of HRQoL. Findings suggest that more research is needed
to determine how variations in leisure activities impact HRQoL and how to employ a wider
range of leisure activities that promote HRQoL in older adults residing in LTC.
Keywords: Health Related Quality of Life, long term care facilities, self-care, depression,
gender, social support, leisure activities, multivariate regression
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Chapter 1
The population structure of the United States is aging dramatically. In 2010, there were
about 40.4 million Americans over the age of 65, representing 13.1% of the total population
(Administration on Aging (AoA), 2011). The United States Census Bureau (2012) projected that,
by 2030, more than 72.7 million Americans will be 65 years old or older, comprising 20.3% of
the population. As the population continues to age, an increased focus on providing older
persons with quality of care is needed. One focus for providing quality care is Long Term Care
(LTC) facilities.
Certain persons experience significant declines in physical or cognitive function as they
age resulting in increased needs for care (Gaugler, Kane, Kane, Clay, & Newcomer, 2003).
Many persons attempt to meet these needs by transitioning to LTC facilities. In the coming
years the number of LTC residents in the United States will likely increase and these LTC
residents are likely to be older and have more significant limitations as compared to previous
years (Ness, Ahmed, & Aronow, 2004).
Over the last decade, there has been a gradual transformation in several LTC facilities
practices with providing quality care resulting in a shift from institutionalized type care to a more
individualized type care (Koren, 2010). Presently, many LTC facilities are diverting from
traditional models where resident care is mostly handled at an administrative level (Robinson &
Rosher, 2006). Now, LTC facilities are becoming more resident-centered where older adults are
recognized as individuals and allowed to make their own decisions as well as actively engage in
their own health care (Robinson & Rosher, 2006). This culture change within LTC facilities is
significant as there is a conscious effort to empower the aging population as well as enhance
their Health Related Quality of Life (HRQoL) (Rahman & Schnelle, 2008).
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HRQoL has been the subject of debate among researchers and policymakers. It should be
noted that the term HRQoL is often used interchangeably with the term Quality of Life (QoL),
however, these two terms are not entirely synonymous (Crosby, Kolotkin, & Williams, 2003).
HRQoL and QoL are comparable in concept containing similar facets, however, QoL is
considered a global concept for understanding well-being (Feldman, Grundland, McCullough, &
Wright, 2000) while HRQoL focuses on health status (Cieza & Stucki, 2005).
The conceptualization and measurement of HRQoL reflects a break from traditional and
clinical measures of physical and psychological function by incorporating persons’ subjective
evaluations of how their health impacts their lives (Dominick, Ahern, Gold, & Heller, 2002;
Guyatt, Feeney, & Patrick, 1993). As a consequence, it is an individualized measure of how a
person is impacted by declines in physical mobility and mental function. The concept of health
is further expanded by including psychological health, social interactions, ability to participate in
self-care, and engagement in life, leisure, and recreation (Centers for Disease Control and
Prevention (CDC), 2011). HRQoL assessments provide care professionals with the
measurement tools they need to personalize or individualize care.
HRQoL assessments are playing an increasingly larger role in LTC assessment. The
Minimum Data Set (MDS) is a uniform instrument for measuring quality of care in LTC and
mandated by the Centers for Medicare and Medicaid Services (CMMS) (Zimmerman, Connolly,
Zlotnik, Bern-Klug, & Cohen, 2012). First instituted in 1991, it has undergone two revisions and
currently the MDS 3.0 is the recent guiding instrument (Rahman & Applebaum, 2009).
Implemented in 2010, MDS 3.0 represents a major upgrade from MDS 2.0, largely because of an
increased focus on HRQoL (Morley, 2013; Rahman & Applebaum, 2009; Zimmerman et al.,
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2012). This relatively new and increased focus on HRQoL is consistent with the growing
culture-change movement in LTC.
As empowerment is one of the goals to the culture change philosophy for LTC facilities,
an emphasis on HRQoL empowers the aging population by allowing for both clinical and
individualized assessments of well-being (McHorney, 1999). Trained professionals, usually
nurses, complete clinical measures of resident well-being and residents are asked to complete a
section assessing HRQoL (Lin & Kramer, 2013). These clinical and subjective measures of
HRQoL assess individuals’ mental and physical functioning allowing LTC facilities to provide
individualized care. However, questions remain about relationships between clinical measures
of resident well-being and HRQoL assessments.
While the focus on HRQoL is growing, along with increased promotion of culture change
in LTC facilities, two important issues have received little empirical attention. First, more
research is needed to examine relationships between clinical measures of physical and
psychological function and HRQoL and, second, individual level variations in ratings of
HRQoL. As the CDC (2011) points out, HRQoL is a multidimensional term for well-being that
holds different meanings based on individual life circumstances. Consequently, the fluidness of
this concept results in variations in perceived HRQoL between individuals and trained
professionals. By taking these somewhat flexible concepts of HRQoL and focusing on specific
constructs such as self-care, depression, gender, social support, and leisure activities; LTC
facilities can provide quality services on an individual level while maintaining consistency in the
care provided across the entire aging population.
Self-Care
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The relationship between self-care and HRQoL is significant as older people who are not
able to manage daily life on their own may have different views on well-being as compared to
individuals who perceive themselves as independent (Borg, Hallberg, & Blomqvist, 2006). As
people age there is a higher likelihood they will lose capabilities to provide their own self-care
needs. These age related declines put older individuals at severe risk for losing independence
often causing lower levels of HRQoL (Callahan et al., 2005). The loss in physical function may
cause individuals to perceive their well-being as poor as compared to their peers. These
perceptions may lead to decreased mental functioning, resulting in depression.
Depression
The relationship between depression and HRQoL is noteworthy as depression is
considered a chronic disease that affects as much as 31% of the aging population (van't VeerTazelaar et al., 2008). Several factors affect depression among older adults including but not
limited to self-care, physical health, social engagement, and participation in activities.
Additionally, LTC facilities may also play a role in rates of depression among older adults given
their ability and willingness to provide individualized care (Hill, Kolanowski, Milone-Nuzzo, &
Yevchak, 2011), further emphasizing the need for culture change within LTC.
Social Support
The relationship between social support and HRQoL is notable as factors such as social
isolation due to a lack of access to friends, family, or significant others has been shown to be
related to lower health outcomes (Hawton et al., 2011; Shankar, McMunn, Banks, & Steptoe,
2011). Furthermore, transition into LTC may create social isolation (Branch & Jette, 1982) due
to creating barriers to social networks that existed before residency that may not be readily
available during residency. There is also research to suggest that gender plays a role in
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perceptions of social support (Antonucci & Akiyama, 1987) creating differences in HRQoL
outcomes (Gallicchio, Hoffman, & Helzlsouer, 2007; Shumaker & Hill, 1991).
Gender
Gender difference may also play an individual role in factors that potentially impact
HRQoL. Due to societal constructs of gender, life events based on social roles and activities
between men and women may influence HRQoL (Bird & Rieker, 1999). Due to variations in
education, work, and socialization gender differences in health become apparent (McDonough&
Walters, 2001). These perceived differences in health related outcomes may impact the type of
LTC older adults try to obtain as dissimilarities in HRQoL between males and females may
require more individualized care.
Leisure Activities
Leisure activities may have an influence on HRQoL as it may be the only avenue
available for older adults to maintain an engaged lifestyle with regard to social relationships,
physical activity, and cognitive stimulation (Bosma et al., 2002; Karp et al., 2006; &Scarmeas &
Stern, 2003). Furthermore, research has indicated that there are gender differences in leisure
activity participation and females are more likely to participate in activities than males
(Zimmerman et al., 2003). Due to the vast array of activities available and individual variation
on enjoyment with leisure activities it may be difficult for LTC facilities to implement activities
that are appropriate in promoting HRQoL among all residents.
Objectives
The overall purpose of this study is to examine the relationship between clinical measures
of resident well-being and HRQoL. Furthermore, this study will examine how active
engagement in leisure and recreational activities may be related to HRQoL. Specific clinical
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assessments will include self-care, social support, and depressive symptoms. An assessment of
recreation and leisure was also developed for this study to measure activity enjoyment,
engagement, and participation in these activities.
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Chapter 2
The overall purpose of this research is to describe and predict HRQoL of adults living in
LTC facilities. In addition, enjoyment and participation in leisure and recreation activities were
examined. Physical function included assessments of self-care activities. Psychological function
included assessment of depressive symptoms and social support. A measure of engagement in
activities and recreation was developed for this study to be used as well. Attention was given to
how engagement in activities might be individualized, especially in regard to gender as there is
research suggesting that males experience depression differently than females (Brownhill,
Wilhelm, Barclay, & Schmied, 2005; Oliffe & Phillips, 2008; Wålinder & Rutz, 2001).
Additionally, older males represent only 30.0% of the LTC population (Caffrey, Sengupta, ParkLee, Moss, Rosenoff, & Harris-Kojetin, 2012), and due to the smaller number of males as
compared to females in the aging population their social, mental, and health care needs are often
times misunderstood (Kosberg, 2002) resulting in a lack of research on the experiences of males
in LTC. Furthermore, due to gender differences in health as well as social resources that carry
over into old age (Barer, 1994) males may be less inclined to engage in activities that LTC
facilities offer further highlighting the need to ensure quality individualized care in the future.
Self-care and HRQoL
As people age they become increasingly likely to lose abilities to provide for their own
self-care needs. The loss in physical function may lead to decreased mental functioning, such as
increased depression. This is significant as 38.0% of individuals in LTC facilities received
personal care in the form of assistance with three or more ADL (Caffrey et al., 2012), and
research has shown that reliance on as little as one or more ADL can increase depressive
symptoms (Drageset, Eide, & Ranhoff, 2011). Furthermore, lower ADL functioning often
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contributes to lower participation in leisure activities (Lampinen, Heikkinen, Kauppinen, &
Heikkinen, 2006) and as a result can lead to a higher risk of depression. To help lower
depression it may be helpful to improve individuals enjoyment in life (Drageset et al., 2011) by
providing opportunities to participate in events that are not entirely dependent on multiple ADL
functioning.
Depression and HRQoL
Recently the U.S. Department of Health and Human Services conducted a national study
of long-term care providers and found that 28.0% of LTC residents were diagnosed with
depression (Caffrey et al., 2012). Specifically, with the older population depression symptoms
can include social isolation, reduced self-care, and decreased mobility which are all factors that
can hamper daily functioning and even lead to early death (Stek et al., 2005). Subsequently, in
an effort to understand depression and its impact on the population multiple studies have been
conducted and a fair amount of research has indicated that females have higher rates of
depression than males (Kessler, McGonagle, Swartz, Blazer, & Nelson, 1993; Nolen-Hoeksema
& Girgus, 1994; Weissman et al., 1993). However, the reason females may seem to have more
depression than males may be due to disparities in self reporting measures as a result of gender
differences (Brownhill et al., 2005; Cole, Kawachi, Maller, & Berkman, 2000; & Stommel et al.,
1993).
Social Support and HRQoL
Social support is defined as a network of individuals who support one and other
(Helgeson, 2003) in an effort to exchange emotional resources (Heaney & Israel, 2002). Social
support is often defined through three dimensions and those are social support from a significant
other, social support from family, and social support from friends (Zimet, Powell, Farley,
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Werkman, & Berkoff, 1990). Significant others, family, and friends, often provide social
networks that aid in helping individuals maintain positive health outcomes when dealing with
stressful events (Thoits, 2011). Social support may influence HRQoL as lower levels of
perceived social support are often associated with issues such as depression (Grav, Hellzèn,
Romild, & Stordal, 2012). Furthermore, variables such as marital status and frequency of
interaction with friends and family have been shown to negatively influence HRQoL (García,
Banegas, Perez-Regadera, Cabrera, & Rodriguez-Artalejo, 2005; Newsom, & Schulz, 1996).
Gender and HRQoL
The concept of gender is derived from cultural backgrounds and involves subjective
meanings that are based on what society believes to be typical either of females or of males
(Courtenay, 2009) and as a result stereotypical actions of males and females have differ
significantly. For example, most presumptions in society in regards to male behavior suggest
that their participation in risk taking behaviors are normative events (Courtenay, 2009) and as a
consequence these behaviors are often over looked as signs of depression. Essentially,
depression may be masked as these risk taking behaviors are used as self-medicating tools by
males (Brownhill et al., 2005). On the other hand, females have been known to take part in
health promoting behaviors including healthy life-style actions more than males (Courtenay,
2000). Furthermore, females hold more positive attitudes than males about seeking help and are
more likely to acknowledge physiological problems (Mackenzie, Gekoski, & Knox, 2006). This
gender difference may also be due to the fact that females interpret broad-based feelings of
distress into conscious recognition of depression more often than males do (Kessler, Brown, &
Broman, 1981). Also, some research has indicated that males report higher ratings of HRQoL
than females regardless of the fact that they appear to suffer from poorer health outcomes
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(Gallicchio et al., 2007). By focusing more closely on these perceived societal constructs gender
differences can be viewed as variables that affect how individuals interact with services provided
by LTC facilities.
Leisure Activities and HRQoL
According to Activity Theory successful aging involves participation in meaningful
activities, which along with the regular amounts of participation are said to be important factors
to maintaining life satisfaction (Menec, 2003). Leisure activities have been shown to improve
HRQoL by having individuals engage in meaningful activities. Meaningful activities are
activities that provide a foundation for active engagement with the environment or with other
individuals, which include but are not limited to events such as playing games, going to religious
services, or participating in group outing and other types of recreational activities (Bergland &
Kirkevold, 2006; Scarmeas, Levy, Tang, Manly, & Stern, 2001). It is essential to understand, that
some LTC facilities do not always foster resident engagement in meaningful pursuits due to their
requirements to provide medical care as a main priority (Voelkl, Winkelhake, Jeffries, &
Yoshioka, 2003). However, leisure activities should still be considered important in motivating
residents to try and improve HRQoL (Voelkl et al., 2003). There is an equal importance between
LTC facilities as well as residents to ensuring engagement in leisure activities occur as different
types of leisure activities whether they are outings, private activities, or group functions are
equally important factors in promoting HRQoL (Zimmerman et al., 2003). Research has pointed
out that participation in leisure activities have been related to greater HRQoL regardless of
gender or age and that allowing variety in the type of leisure activities also appears to be
associated with lower depressive symptoms (Dupuis & Smale, 1995).
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While it is evident that in general leisure activities promote HRQoL, understanding what
type of activity being performed and how it affects enjoyment based on gender constructed
perceptions is equally important. Research has shown the promotion of HRQoL through activity
engagement in specific demographics such as individuals with mild dementia (Cheng, Chow,
Edwin, & Chan, 2011) or patients with pulmonary disease (Esteban et al., 2010). But less
research has looked into activity participation and its effect on HRQoL based on individual level
differences. The combined research highlights how participation in the environment in respect to
leisure activities and their perceived differences based on gender is a factor to the continued
functioning of LTC residents in regards to HRQoL.
Specific Aims
The aim of this study is to examine and predict variations in HRQoL. There is a large
body of research on HRQoL of LTC residents, however this research lacks a variety of
information about HRQoL based on variations related to self-care, depression, social support, or
participation in leisure activities. This study proposes to use quantitative data gathered from
LTC facilities to examine how the type of leisure activity performed by LTC residents affects the
HRQoL of said older individuals. Over the last decade several studies have looked at how
activities have affected the continued functioning of LTC residents, but fewer reports have
examined how activities affect mentally lucid older adults and contribute to their HRQoL. The
key to this study is to combine different aspects of previous research on LTC residents and
activities they perform to promote HRQoL while at the same time ensuring these activities are
not disempowering or disadvantaging to either gender.
The specific aim of this study is to examine the relationship between participation in
leisure activities and HRQoL in individuals residing in LTC facilities. Predictor variables
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included indicators measured by self-care, depression, social support, and participation in leisure
activities. After controlling for indicators of socioeconomic status, ethnicity, and demographic
characteristics, the following five hypotheses were proposed and tested against four dimensions
of HRQoL. It is hypothesized that HRQoL will be predicted by self-care abilities (Hypothesis
1), negatively related to depression (Hypothesis 2), positively related to social support
(Hypothesis 3), positively related to activity enjoyment (Hypothesis 4), and positively related to
participation in leisure activities (Hypothesis 5).
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Chapter 3
Methods
Sample and Design
Respondents for this study were recruited from LTC facilities throughout Arkansas. The
facilities used for data collection included Nursing Homes (NH) and Assisted Living Facilities
(ALF) that were chosen through recommendations made by the Area Agency on Aging (AAA).
AAA is a nonprofit organization often referred to as an ombudsman program that provides
advocacy services and other volunteer programs to seniors throughout the community with
particular regards to older adults residing in LTC facilities (Area Agency on Aging, 2014).
Administrators of LTC facilities were initially contacted by telephone with the aid of AAA and
the study was described to them. Upon consent to discuss the study further a physical meeting
took place between the administrator, the AAA, and the principle investigators.
Once the full scope of the study was described and approval was granted by
administrators to conduct data collection within their facilities, flyers were administered to the
activity directors within the facilities. The flyer included a brief description of the study that
provided information relevant to the procedures involved with data collection so that residents
who were willing to participate in the study were fully aware of what was being asked of them.
Activity directors were chosen as liaisons between residents and the principle investigators due
to the nature of their job involving everyday interactions and their expert knowledge of which
residents would be the best respondents based upon willingness to participate and cognitive
function. Power analyses indicated that 110 participants were needed to identify an R-square
(R2) of .15, with eight predictor variables, assuming a beta of .8, with an alpha of .05.
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Interviews took place within the LTC facilities in a private place chosen by residents.
There were three steps to the interview process for data collection. Initially, the Mini-Mental
State Examination (MMSE) was administered to respondents. This short questionnaire was used
to identify cognitive function and had the ability to be immediately scored by the interviewer. A
score of 25 or higher on the MMSE was used to select residents for participation as scores below
this number indicate the possibility of significant dementia (Tombaugh & McIntyre, 1992). If an
individual scored 24 or below were thanked for their time and dismissed from the study.
Participants who scored 25 or above were handed a document that was approved by the
Institution Review Board of the University of Arkansas to sign to provide informed consent.
After consent was secured, the interviewer proceeded with a face-to-face interview consisting of
a closed ended questions that ranged between 45 to 60 minutes to complete.
Measures
Dependent variable
The dependent variable in this study is HRQoL. This was measured by the Healthy Days
Core Module CDC HRQoL-4. This measure consists of four items that ask participants to report
on a Likert type scale their own physical and mental health over the last 30 days (CDC, 2011).
The first item aims to determine a respondent’s general health by having them rate it on a scale
of 1 being poor to 5 being excellent. The general health score is then reversed scored so that
higher numbers indicate lower ratings in general health. The item that asks about physical health
states, “Thinking about your physical health, which includes physical illness and injury, how
often during the past 30 days was your physical health not good?” The physical health item is
then scored so that higher numbers indicate lower ratings in physical health. The item about
mental health asks, “Thinking about your mental health, which includes stress, depression, and
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problems with emotions, how often during the past 30 days was your mental health not good?”
The mental health item is then scored so that higher numbers indicate lower ratings in mental
health. The last item asks about the combination of mental and physical health on the ability to
perform usual activities. It states, “How often during the past 30 days did your poor physical
health or your mental health keep you from doing your usual activities, such as self-care, work,
or recreation?” The combination of mental and physical health on the ability to perform usual
activities item is then scored so that higher numbers indicate lower ratings in mental and physical
health on the ability to perform usual activities. Multiple countries have established construct
validity of the CDC HRQoL-4 among adult populations (Moriarty, Zack, & Kobau, 2003) and
successful retest reliability has been demonstrated in the United States (Andresen, Catlin,
Wyrwich, & Jackson-Thompson, 2003).
Independent variables
Self-care abilities were measured by the Older Americans Resources and Services
(OARS) Self-Care inventory (Fillenbaum & Smyer, 1981; George & Fillenbaum, 1985). This
assessment consists of seven items on which participants indicate their ability to complete
everyday self-care tasks. For example, one item asks, “can you prepare your own meals?” On all
items respondents indicate without help, with some help, and completely unable. Responses are
scored from zero to three with higher scores indicating more disability. All items are summed for
a single score that estimates respondent’s level of difficulty completing self-care tasks. Validity
in OARS as a self-assessment measure has been demonstrated in various settings and the
psychometric properties focusing on self-care have been shown to be effective in rating
functional status among older adults (Fillenbaum & Smyer, 1981; George & Fillenbaum, 1985;
McCusker, Bellavance, Cardin, & Belzile, 1999).
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There were two measures of depressive symptoms. These included the Geriatric
Depression Scale (GDS) (Montorio & Izal, 1996; Yesavage et al., 1983) and the Gotland Scale
of Male Depression (GSMD) (Innamorati et al., 2011; Zierau, Bille, Rutz, & Bech, 2002). The
GDS consists of 30 dichotomously scored items that ask respondents to indicate whether or not
they have had various experiences during the past week. For example, one item asks, “Do you
feel your life is empty?” Responses to items are presented as “yes” or “no” and scored as 1 = yes
and 0 = no. Eight items are reverse scored and all responses are summed for an estimate of the
number of depressive symptoms experienced by respondents. The GDS has shown criterion
validity in measuring depressive symptoms among older adults and has shown internal
consistency when measured against other scales that diagnose depression (Parmelee, Lawton, &
Katz, 1989; Stiles & McGarrahan, 1998).
The GSMD is a 13 item instrument that asks participants to indicate the degree to which
they agree with each item on the following four choices: not at all, to some extent, a great deal,
and extremely so about statements over the last month. For example, one statement asks
participants to indicate their level of agreeableness with, “During the past month, have you or
others noticed that your behaviors have changed with constant, inexplicable tiredness?”
Response to the Items were scored from 0 to 3 and summed to provide an estimated score with
higher numbers indicating a higher number of depressive symptoms. The GSMD has shown
concurrent validity in identifying depression in men by targeting screening processes based on
aggression, alcohol use, and irritability (Strömberg, Backlund, & Löfvander, 2010).
Social support was measured by the Multidimensional Scale of Perceived Social Support
(MSPSS) (Zimet, Dahlem, Zimet,& Farley,1988; Zimet et al., 1990). This scale measures
perceived social support in three dimensions that includes family (MSPSS FA), friends (MSPSS
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FR), and significant others (MSPSS SO). There are 12-items on this instrument, four for each of
the three dimensions. Each item is scored with seven possible responses that range from very
strongly disagree to very strongly agree. An example of a social support item directed towards
friends would be, “I can talk about my problems with my friends.” Items in each dimension
include similar statements. The MSPSS is then reverse scored so that higher numbers indicate
lower ratings in perceived social support across the domains of significant others, friends, and
family. The MSPSS has demonstrated high internal reliability among various samples (Dahlem,
Zimet, & Walker, 1991; Zimet et al., 1988; Zimet et al., 1990). The psychometric properties of
the MPSS show good construct validity when identifying how individuals make distinctions on
perceived social support based on the domains of friends, family, or significant others (Dahlem
et al., 1991).
Recreation and leisure activities were measured by items developed for this study. Three
dimensions of these activities were assessed: enjoyment, ability, and participation. For example,
one item assessing enjoyment asks, “Over the course of your life, have you enjoyed table games,
such as card games, puzzles, or board games?” This item is dichotomously scored with a yes or
no response. Respondents are asked about their ability to perform an activity by an item that
asks, “Thinking about your health limitations, can you play table games such as card games,
puzzles, or board games?” Possible responses are no, with some assistance, and with no
assistance. Activity participation is measured by an item that asks, “How often did you play
table games in the past 30 days?” Responses will be provided on a 4-point scale ranging from
never to several times per week.
Finally, sociodemographic items were collected. These include indicators of age, gender,
marital status, race, and ethnicity. In addition, participants were asked to indicate how long they
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have lived in the LTC facility. Individuals were also asked what the highest level of education is
that they have completed.
Statistical Analysis
The collected data was statistically analyzed using SAS/STAT® software version 9.3.
Univariate analysis was conducted and a standard multiple regression analysis was employed
(see Table 8). Linear regression models were used to evaluate how well multiple independent
variables predicted HRQoL. Means and standard deviations for both independent variables (see
Table 3) and HRQoL (see Table 2) were used in evaluating descriptive statistics. Critical values
for statistical significance in all analysis were set at p < .05, p < .01, p < .001, and p < .0001.

19
Chapter 4
Demographics
A total of 110 older adults were interviewed with 24 (21.8%) residing in ALF and 86
(78.1%) residing in NH. The age of residents ranged from as young as 65 to the oldest being
100, with a median age of 80.5 years old. Of the 110 participants 35 (31.8%) were male with the
median age of male residents being 79.5 and the median age of female residents being 81.
Nearly all residents (95.4%) identified their race as white with 5 residents identifying with other
backgrounds. The majority of residents (42.7%) were high school graduates with a bulk of the
remaining residents (40%) having less than a high school degree. Very few residents held
college degrees (8.18% undergraduate and 4.55% graduate) while the remaining (4.5%) obtained
vocational or trade school degrees. A great deal of residents (44.5%) were widowed followed by
being divorced (20.9%) with a smaller number still married (17.2%), and 19 residents (17.2%)
claiming the status of single. Length of stay within the LTC facilities ranged from as little as one
month to as long as 12 years with a median length of stay of 26.6 months. The highest frequency
of tenure was 12 months (15.4%) followed by 24 months (13.6%) and 36 months (13.6%).
HRQoL
HRQoL included four dimensions. The first dimension was a rating of the overall
perception of general health (HRQoL G). The item addressing HRQoL G was reverse scored so
that higher numbers indicated lower perceptions in general health. The minimum score reported
for HRQoL G was 0 and the maximum score reported was 4 with a mean of 1.70 and a standard
deviation of 1.01.
The second dimension of HRQoL was a rating of illness and injury related to physical
health (HRQoL P). The item addressing HRQoL P was scored so that higher numbers indicated
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lower perceptions in physical health. The minimum score reported for HRQoL G was 0 and the
maximum score reported was 4 with a mean of 0.80 and a standard deviation of 1.18.
The third dimension of HRQoL was a rating of stress and depression related to mental
health (HRQoL M). The item addressing HRQoL M was scored so that higher numbers
indicated lower perceptions in mental health. The minimum score reported for HRQoL G was 0
and the maximum score reported was 4 with a mean of 0.99 and a standard deviation of 1.23.
The fourth dimension of HRQoL was a rating of the impact of both mental health and
physical health on the ability to perform usual activities (HRQoL U). The item addressing
HRQoL U was scored so that higher numbers indicated lower perceptions in the ability to
perform usual activities. The minimum score reported for HRQoL U was 0 and the maximum
score reported was 4 with a mean of 0.54 and a standard deviation of 1.00.
In the category of HRQoL G 12.7% or residents reported that they felt their health was
excellent. Also, 27.2% reported that they thought their health was very good. A majority of
residents (40.9%) rated their health as just good. A small amount of residents (14.5%) rated their
health as fair, while only 4.5% of residents rated their health as poor.
In the category of HRQoL P a majority of the residents (60.9%) felt that they had no
issues with their physical health over the last 30 days. Some residents (13.6%) felt they seldom
had issues with their physical health over the course of the last month. Also, 15.4% of residents
reported having physical health problems such as illness or injury somewhat frequently.
Furthermore, 4.5% of residents felt they had issues with physical health a great deal of the time,
and 5.4% or residents reported having physical health issues all the time.
In the category of HRQoL M over half of the residents (52.7%) reported not having any
mental health problems. When asked about stress, depression, and other general mental health
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concerns 16.3% of residents reported seldom having issues. Additionally, 12.7% of residents
reported a somewhat frequent amount of mental health issues. A fair percent of residents
(15.4%) reported that their mental health was not good a great deal of the time, while a very
small percent (2.7%) report having mental health issues all the time.
In the category of HRQoL U a great deal of residents (72.7%) reported that their poor
mental health or physical health did not keep them from doing their usual activities over the last
month, such as self-care, or recreation. Also, 9.0% of residents reported seldom impairment with
performing usual activities as a result of physical health or mental health issues. Furthermore,
10.0% reported a somewhat frequent interruption with doing usual activities based on the
combination of physical and mental health issues, and 7.2% reported a great deal of impairment.
Only one resident reported that they were not able to do their usual activities all the time as a
result of poor physical and mental health.
Self-Care
Residents were asked to rate self-care activities on a scale ranging from no assistance to
complete assistance. The seven items addressing self-care were summed and scored so that
higher numbers indicated lower ability to perform self-care tasks. The minimum score reported
was 0 and the maximum score reported was 13 with a mean of 3.56 and a standard deviation of
3.73.
Almost all residents (91.8%) reported having no difficulty eating food, while only one
resident reported not being able to eat on their own. Additionally, 67.2% of residents reported
being able to get in and out of bed on their own and 62.7% reported being able to dress
themselves without help. A fair amount of residents (34.5%) reported needing some help with
grocery shopping or clothing shopping, such as someone going with them inside the store
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beyond just driving them to a location. Also, 9.0% reported being completely unable to go
shopping. Furthermore, 21.8% of residents reported being completely unable to prepare their
own meals as well as being completely unable to handle their own money (20.9%). Nearly half
(47.2%) of residents reported the ability to bath or shower without any help.
All residents regardless of gender were asked the same questions about self-care. A very
close percentage of males (91.4%) and females (92.0%) both reported being able to eat without
help from others. Furthermore, both females (56.0%) and males (57.1%) reported similar ratings
of being able to go shopping on their own. A higher percentage of males (31.4%) reported the
inability to prepare their own meals as compared to females (17.3%). Additionally, 28.5% of
males also reported the inability to handle their own money as compared to females (17.3%).
Roughly the same amount of females (10.6%) and males (11.4%) reported not being able to
dress themselves without the aid of another person. Moreover, 49.3% of females and 42.8% of
males reported that they were able to shower on their own. Overall, 33.6% of residents reported
no issues with self-care.
Depression
Residents were asked a series of questions associated with depression over the last week
with the GDS. The thirty items addressing depression were summed and scored so that higher
numbers indicated higher depression. The minimum score reported was 0 and the maximum
score reported was 23 with a mean of 8.03 and a standard deviation of 5.82.
Nearly all residents (97.2%) reported that they did not worry about the past followed by
not being afraid that something bad was going to happen to them (92.7%). Also, 84.5% of
residents felt it was easy for them to make decisions, as well as not having trouble concentrating
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(70.0%). Nearly half of residents (49.0%) felt that their mind was not as clear as it used to be,
and 23.6% felt that they had more problems with memory then most others.
Residents were also asked about depression and mood related to stress and anger with the
GSMD. The thirteen items addressing depression were summed and scored so that higher
numbers indicated higher depression. The minimum score reported was 0 and the maximum
score reported was 13 with a mean of 1.98 and a standard deviation of 2.73.
A large majority of residents (91.8%) reported no issues with constant or inexplicable
tiredness, however, 10.9% of residents reported feeling somewhat burned out and empty.
Furthermore, 12.7% of residents felt somewhat more stressed out than usual, and 13.6% felt
somewhat more irritable, restless, and frustrated than usual. Residents were also asked about
tendencies of abuse, depression, and suicide among their biological family and while a majority
of residents (85.4%) reported no such issues within their family, 14.5% did report having family
members that were prone to such behaviors. No residents reported over consumption of alcohol
or pills.
All residents regardless of gender were asked the same questions related to depression. A
larger percent of females (18.6%) reported being bothered by thoughts they could not get out of
their head as compared to males (14.2%). Furthermore, 91.4% of males and 93.3% of females
reported not being afraid that something bad was going to happen to them, as well as being in
good spirits most of the time (88.5% for males and 85.3% for females). A larger percentage of
females (44.0%) reported preferring to stay at home or in their rooms rather than going out and
doing new things as compared to males (25.7%). A larger majority of males (42.8%) reported
feeling down hearted and blue in comparison to females (24.0%). An equal amount of males
(74.2%) and females (74.6%) reported that they enjoyed getting up in the morning. Overall, only
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7.2% of residents had no ratings in depression according to the GDS, but 43.6% reported no
issues with stress, irritability, or anger according to the GSDM.
Social Support
Residents were asked a series of questions about their social support networks that
followed three themes. Those themes were social support from a significant other, social support
from friends, and social support from family. The four items addressing support from significant
others were summed and scored so that higher numbers indicated lower social support. The
minimum score reported for support from a significant other was 0 and the maximum score
reported was 24 with a mean of 3.17 and a standard deviation of 6.87. The four items addressing
support from friends were summed and scored so that higher numbers indicated lower social
support. The minimum score reported for support from friends was 0 and the maximum score
reported was 24 with a mean of 6.06 and a standard deviation of 9.54. The four items addressing
support from family were summed and scored so that higher numbers indicated lower social
support. The minimum score reported for support from family was 0 and the maximum score
reported was 24 with a mean of 4.40 and a standard deviation of 8.48.
A majority of residents (76.3%) reported having a special person around when they were
in need. A large number of residents (77.2%) also reported that they had a special person in their
life that cares about their feelings. With regard to family ties 75.4% of residents felt they had
family that really tries to help them out on a regular basis. Furthermore, 77.2% of resident
reported that their family is willing to help them make decisions. A great deal of residents
(73.6%) also reported that they had friends with whom they could share their joys and sorrows as
well as talk to their friends about their problems (70.0%). Separately, 24.5% of residents
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reported that they could not count on their friends when things go wrong nor could talk about
their problems with their friends (20.9%).
All residents regardless of gender were asked the same questions about social support.
Nearly the same percent of females (76.0%) and males (77.1%) reported that they get the
emotional help and support they need from their family. Eighty percent of both males and
females felt they had a special person in their life that cared about their feelings. A larger
amount of females (76.0%) reported that they have friends that really try and help them out as
compared to males (54.2%). A smaller amount of males (54.2%) reported that they have friends
with whom they can share their joys and sorrows as compared to females (82.6%). However, the
opposite was true for resident who did not feel they could share their joys and sorrows with their
friends (34.2% for males and 13.3% for females). A smaller number of females (12.0%) felt that
they could not talk about their problems with their friends as compared to males (40.0%).
Overall, 69.0% of residents reported strong social support from a significant other, and 6.3%
reported not having any social support from a significant other. All together 70.9% of residents
felt they had family support networks and only 12.7% reported having no family support
networks. On the whole, 60.9% of residents had strong social support from friends; however
19.0% felt they had no social support from friends.
Leisure Activity
Residents were asked a series of questions regarding leisure activities. More specifically,
residents were asked about 28 different types of activities. The questions about leisure activities
included three components. The first component regarded an individual’s physical ability to
participate in an activity (see Table 4). The second component regarded the amount of times and
individual participated in an activity (see Table 5). The third component revolved around
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whether or not individuals enjoyed participating in these activities throughout their entire
lifespan before or during LTC residency (see Table 6).
The 28 items addressing lifetime activity enjoyment were summed so that higher
numbers indicated higher enjoyment in activities. The minimum score reported was 4 and the
maximum score reported was 24 with a mean of 15.80 and a standard deviation of 4.19.
Table 4 highlights resident abilities to physically perform or participate in an activity.
The 28 items addressing physical ability to participate in activities were summed so that higher
numbers indicated higher amounts of inability to physically participate in an activity. The
minimum score reported was 0 and the maximum score reported was 52 with a mean of 13.74
and a standard deviation of 12.20.
Among the activities that were ranked the highest as not requiring assistance to
participate in Film and television (99.0%) was ranked at the top. The next highest activities
requiring no professional assistance was reminiscing with others (98.0%), musical participation
(90.0%), using the internet (88.1%), and playing table games (88.1%). On the opposite end of
the spectrum there were several activities that residents reported they were incapable of
physically performing. Golfing (56.3%) was rated the highest as not being able to participate in
followed by barbequing (41.8%), gardening (40.9%), target shooting (35.4%), and fishing
(31.8%).
Table 5 highlights resident’s amount of participation in leisure activities. The 28 items
addressing amount of participation in activities were summed so that higher numbers indicated
lower participation in activities. The minimum score reported was 54 and the maximum score
reported was 84 with a mean of 71.20 and a standard deviation of 5.97.
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Several activities were participated in on a regular basis more than once a week such as
watching television (80.9%) followed by reminiscing and exercising (43.6%). Several residents
engaged in various activities at least once a week such as attending religious (52.7%) services
and playing gambling games (21.8%). Residents also attended a salon day at least once a week
(19.0%) or once a month (39.0%). Other activities that happened at least once a month were
reminiscing (20.9%) and going out to eat (18.1%). No residents reported any participation in
fishing, golfing, or barbequing within a 30 day time period. Other activities reported to have a
high amount of non-participation was participation in sports activities (81.8%), arts and crafts
(71.8%), and table games (60.0%).
Also in regard to activities, residents reported participation in several leisure activities
within LTC facilities that they also enjoyed to participate in before LTC residency, which is
described as activity enjoyment with participation (AEWP) (see Table 7). The 28 items
addressing participation in enjoyable activities were summed and scored so that higher numbers
indicated higher participation in enjoyable activities. The minimum score reported was 3 and the
maximum score reported was 17 with a mean of 10.72 and a standard deviation of 3.25.
There were also several activities that residents reported to have enjoyed throughout their
lives, but had not participated in those activities within the last 30 days, which is considered
activity enjoyment with lack of participation (AEWLP) (see Table 7). The 28 items addressing
activity enjoyment with lack of participation were summed and scored so that higher numbers
indicated lower participation in enjoyable activities. The minimum score reported was 1 and the
maximum score reported was 8 with a mean of 2.60 and a standard deviation of 1.74.
Furthermore, there were multiple activities that individuals reported participating in
within the last 30 days that they had previously not enjoyed before residing in LTC facilities,
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which is described as non-activity enjoyment with participation (NAEWP) (see Table 7). The 28
items addressing non-activity enjoyment with participation were summed and scored so that
higher numbers indicated higher participation in non-enjoyable activities. The minimum score
reported was 3 and the maximum score reported was 18 with a mean of 9.62 and a standard
deviation of 4.21.
Additionally, there were multiple activities residents reported as never enjoying at any
time before or during LTC residency and never participating in before or during residency,
which is described as non-activity enjoyment and non-participation (NAENP) (see Table 7). The
28 items addressing non-activity enjoyment and non-participation were summed and scored so
that higher numbers indicated higher amounts of non-participation in non-enjoyable activities.
The minimum score reported was 1 and the maximum score reported was 6 with a mean of 2.28
and a standard deviation of 1.88.
The highest reported activity enjoyment with participation before residency and during
residency was film and television (81.8%) followed by reminiscing (66.3%) and attending
religious services (60.9%). A large majority (48.1%) also participated in gambling games, such
as bingo, on a regular basis within the last month. Very few residents reported activity
enjoyment with participation in activities such as baking, woodshop, genealogy, and visiting
expos before and during residency (less than 1% per activity). The largest activity enjoyment
with lack of participation that individuals reported was going to sports events (79.0%), baking
(76.3%), and gardening (73.6%). Furthermore, a majority of residents indicated that over the
course of their lives they enjoyed activities such as going out to shop (55.4%) and going out to
eat (69.0%), but had not done those activities within the last month either. The least reported
activity enjoyment with lack of participation was visiting the salon (8.1%) and playing video
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games (6.3%). Non-activity enjoyment with participation included exercising (16.3%), visiting
the salon (17.2%), and gambling games (15.4%) such as bingo or poker. Furthermore, there
were multiple activities residents reported as never enjoying nor participating in within the last
month. Video games (90.9%) ranked highest as non-activity enjoyment and non-participation.
Other items that stood out as never being enjoyed nor participated in were internet use (74.5%)
and educational activities (68.1%).
All residents regardless of gender were asked the same questions related to activities. A
nearly same amount of females (57.3%) and males (57.1%) reported being able to participate in
exercise activities without assistance. Furthermore, more females (45.3%) reported exercising
more than once a week as compared to males (40.0%). A higher percent of males (57.1%)
reported being able to go shopping without assistance as compared to females (44.0%).
However, a larger percent of males (91.4%) reported never going out to shop as compared to
females (76%). Eighty percent of females reported being able to perform arts and crafts as
compared to 71.4% of males. A smaller percent of females (53.3%) reported being able to play
table games as compared to males (60.0%). However, a larger percent of females (25.3%)
reported playing tables games more than once a week as compared to males (17.1%).
A lower percent of females (72.0%) compared to males (77.1%) reported enjoyment in
exercise throughout the lifespan. A significantly higher amount of females (81.3%) reported
enjoying shopping throughout their lives than men (54.2%). A large percent of females (74.6%)
reported lifetime enjoyment with arts and crafts as compared to males (34.2%). More males
(28.5%) reported not enjoying table games throughout their entire lives as compared to females
(12.0%). Ninety one percent of males and 60.0% of females reported enjoying participating in
sports throughout their lives. A large percent of both females (90.6%) and males (77.1%)
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reported that they did not enjoy golf. By and large, no residents reported enjoyment in all 28
activities; however 10.0% of residents enjoyed a minimum of 16 out of the 28 activities. Overall,
23.0% of residents reported full physical activity to perform all activities. Furthermore, 45.4%
of residents reported activity enjoyment with lack of participation.
Multivariate Results
Four multiple regression models were constructed. Following the dependent variable of
HRQoL the regression models were constructed by general health, physical health, mental
health, and ability to participate in usual activities. All four domains of HRQoL were evaluated
so that higher numbers within each domain indicated lower ratings in health status perceptions.
The predictor variables within each model were the same. The predictor variables were age,
marital status, high school completion, self-care, depression, social support, leisure activity
enjoyment, and leisure activity participation.
Hypothesis 1 stated that HRQoL would be predicted by self-care abilities, and this
hypothesis was not supported in any dimension of HRQoL. Hypothesis 2 stated that HRQoL
would be negatively related to depression, and analysis did not support this hypothesis, but it did
show significance. Hypothesis 3 stated that HRQoL would be positively related to social
support, and this hypothesis was not supported in any dimension of HRQoL. Hypothesis 4 stated
that HRQoL would be positively related to activity enjoyment, and analysis did not support this
hypothesis, but it did show significance. Hypothesis 5 stated that HRQoL would be positively
related to participation in leisure activities, and analysis did not support this hypothesis, but it did
show significance.
Depression was related to general health (HRQoL G) showing significance, but not
supporting hypothesis 2. Depression as rated by The GDS was positively related to general
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health (β = 0.09, p < .0001), indicating that higher scores on the GDS was related to higher
ratings of low general health. Leisure activity participation was related to general health
showing significance, but not supporting hypothesis 5. Participation in non-enjoyable activities
(NAEWP) was positively related to general health (β = 0.06, p = .03), indicating that higher
levels of participation in activities that are not enjoyed was related to higher ratings in low
general health. General health was not predicted by any demographic variables, including age,
divorce, and high school education level. General health was not predicted by self-care and
social support variables. General health was not predicted by activity variables, including
activity enjoyment and participation in enjoyable activities (AEWP). The linear combination of
independent variables was significantly related to HRQoL G, F(12, 97) = 3.50, p < .001 and
accounted for 30.2% of the variance (R2 = 0.30).
Measures of activity were related to physical health (HRQoL P) showing significance,
but not supporting hypothesis 4 and 5. Activity enjoyment was positively related to physical
health (β = 0.10, p = .01) indicating that leisure activity enjoyment was related to higher ratings
of low physical health. Participation in enjoyable activities (AEWP) was positively related to
physical health (β = 0.09, p = .01) indicating that higher participation in enjoyable activities was
related to higher ratings in low physical health. Physical health was not predicted by any
demographic variables, including age, divorce, and high school education level. Physical health
was not predicted by depression, self-care, and social support variables. Physical health was not
predicted by participation in non-enjoyable activities. The linear combination of independent
variables was not significantly related to HRQoL P F(12, 97) = 1.78, p = .06, and accounted for
18.0% of the variance (R2 = 0.18).
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Depression was related to mental health (HRQoL M) showing significance, but not
supporting hypothesis 2. Depression as rated by the GDS was positively related to mental health
(β = 0.06, p < .001), indicating that higher ratings on the GDS was related to higher ratings of
low mental health. Depression as rated by the GSMD was positively related to mental health (β
= 0.17, p < .001), indicating that higher ratings on the GSMD was related to higher ratings of
low mental health. Mental health was not predicted by any demographic variables, including
age, divorce, and high school education level. Mental health was not predicted by self-care and
social support variables. Mental health was not predicted by activity variables, including activity
enjoyment, participation in enjoyable activities, and participation in non-enjoyable activities.
The linear combination of independent variables was significantly related to HRQoL M, F(12,
97) = 5.31, p < .0001, and accounted for 39.6% of the variance (R2 = 0.39).
Depression was related to the ability to participate in usual activities (HRQoL U)
showing significance, but not supporting hypothesis 2. Depression as rated by the GDS was
positively related to the ability to participate in usual activities (β = 0.06, p < .001), indicating
that higher scores on the GDS was related to higher ratings of inability to participate in usual
activities. Two demographic variables were related to the ability to participate in usual activities.
Divorce was negatively related to the ability to participate in usual activities (β = -0.47, p = .03),
indicating that being divorced was related to higher levels of inability to participate in usual
activities. High school education was negatively related to the ability to participate in usual
activities (β = -0.38, p = .04), indicating that not completing high school was related to higher
levels of inability to participate in usual activities. The ability to participate in usual activities
was not predicted by the demographic variable of age. The ability to participate in usual
activities was not predicted by self-care and social support variables. The ability to participate in
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usual activities was not predicted by activity variables, including activity enjoyment,
participation in enjoyable activities, and participation in non-enjoyable activities. The linear
combination of independent variables was significantly related to HRQoL U, F(12, 97) = 3.49, p
< .001, and accounted for 30.1% of the variance (R2 = 0.30).
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Chapter 5
Summary of Findings and Interpretation
Demographics
A majority of residents were over the age of 75. Also, a majority of residents either had
no high school education or no college education. Nearly all residents reported their race as
white. Also, a great deal of residents had been living in LTC facilities less than 36 months. A
majority of residents were widowed. Separately, a small but equal amount of residents were
either married or divorced. Furthermore, almost two thirds of residents were female which is
consistent with previous literature (Caffrey et al., 2012).
HRQoL
Most residents did not perceive their HRQoL as poor, however less than half of
individuals felt that in general their HRQoL was very good or excellent. Also, a majority of
residents thought their HRQoL was good enough to allow them to perform usual everyday
activities such as self-care or leisure activities. A number of residents felt they did not have any
physical injuries or illness over the course of the last month that impacted their HRQoL. Only
half of the residents felt they had no mental health issues. A fair amount of residents varied in
ratings of stress, depression, or emotional problems related to HRQoL that they experienced over
the course of the last month. Overall, a fairly equal amount of females and males had spread out
ratings between all four domains of HRQoL.
A higher percentage of females rated their HRQoL as very good or excellent as compared
to males which was not consistent with previous literature, which indicates that males tend to
report higher levels of HRQoL regardless of health status or health limitations (Gallicchio et al.,
2007). The reason these findings may be different than previous literature may be due to the fact
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that the sample for this study consisted of institutionalized older adults whereas other studies
consisted of community dwelling older adults. Community dwelling males may be more likely
to report higher ratings in HRQoL outcomes than institutionalized males. This may be due to the
fact that they feel they have higher levels of independence. Also, previous literature has
indicated that females are more likely to report health problems such as mental health issues
throughout the lifespan (Mackenzie et al., 2006). As a result females may be more likely to show
stable and similar rating in HRQoL when transitioning from the community dwelling setting to
the institutionalized setting.
Self-Care
A nearly equal amount of females and males rated their self-care ability in the same
manner. Only a small number of residents reported full physical function related to self-care.
Most residents could not perform self-care on their own related to leaving LTC facilities to shop
or go out to eat. Almost half of the residents reported needing assistance with 3 or more selfcare activities which is higher than compared to previous literature within LTC (Caffrey et al.,
2012). However, the relatively high levels of difficulty with self-care was not surprising
considering the age range of the residents in this study as previous literature has indicated that
higher age correlates to higher declines in self-care (Callahan et al., 2005; Covinsky et al., 2003).
Depression
Most residents reported mild depressive symptoms ranging from being bored to having
trouble concentrating. A very small number of residents reported having no depressive
symptoms such as stress or irritability over the course of the last month. More males reported
being down hearted and blue, while a larger number of females reported preferences for staying
in their rooms rather than going out and doing new things. A little less than one third of
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residents had depression according to the Geriatric Depression Scale, which specifies that a sum
score of 10 or higher is indicative of depression (Yesavage et al., 1983). These depression
ratings were consistent with previous literature (Caffrey et al., 2012; van't Veer-Tazelaar et al.,
2008).
A larger number of males had depression as rated by GDS which is not consistent with
previous literature that indicates that females have higher rates of depression (Kessler et al.,
1993; Nolen-Hoeksema & Girgus, 1994; Weissman et al., 1993). More specifically, Weissman
et al. (1993) explained that community dwelling females may be more likely to acknowledge
depression and actively go to professionals to seek out intervention. The reason that a higher
percentage of males in this study may have identified depressive symptoms as compared to
previous studies may be due to environmental factors. The environment they reside in may make
it to where they do not have to actively seek out professionals for intervention. Males residing in
the NH environment are constantly around professionals that aid in a variety of medical issues.
The regular access to LTC staff may have influenced their perceptions in openly identifying
depressive symptoms. This environment may have caused more males to acknowledge
depression as compared to males in community dwelling settings.
Social Support
With respect to social support a larger percentage of females felt they had friends they
could rely on as well as share their joys and sorrows with. A large majority of individuals felt
they had strong social support networks related to friends, family, and significant others. In
general, a higher amount of females reported having some form of social support as compared to
males which is consistent with prior literature (Antonucci & Akiyama, 1987).
Leisure Activities
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A very small amount of residents felt they were physically able to perform all 28 leisure
activities. Most residents only reported lifetime enjoyment in about half of the 28 leisure
activities they were asked about. A large amount of residents reported that they were not
participating in leisure activities that they had expressed a lifetime enjoyment in. A large amount
of individuals reported not participating in activities that were easily available in LTC facilities,
such as arts and crafts or table games. More females reported lifetime enjoyment with shopping
as well as reported higher amounts of going out to shop at least once a month while residing in
LTC. A higher number of females also reported lifetime enjoyment with arts and crafts as well
as reported higher amounts of participation in arts and crafts while residing in LTC as compared
to males. A larger number of males as compared to females reported enjoyment in exercise
throughout the lifespan. Altogether, females reported higher amounts of participation in leisure
activities which is consistent with previous literature (Zimmerman et al., 2003).
Multivariate Results
Hypothesis 1 stated that HRQoL would be predicted by self-care abilities, and while
multivariate analysis did not highlight significance it did indicate that the ability to perform selfcare tasks were positively related to HRQoL. This relationship indicates that lower physical
functioning is related to lower HRQoL. This may be due to the sample being LTC residents as a
majority of individuals’ transition to LTC because of issues related to physical functioning and
the need for assistance with those issues.
Hypothesis 2 stated that HRQoL would be negatively related to depression, and
multivariate analysis did not support this hypothesis, but it did show significance. Multivariate
analysis indicated that higher ratings in depression were related to lower levels of HRQoL. This
is not surprising as a number of residents reported issues with self-care as well as leisure activity
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participation. These variables may impact perceptions of well-being due to loss of independence
that can cause issues with depression among individuals residing in LTC.
Hypothesis 3 stated that HRQoL would be positively related to social support, and while
multivariate analysis did not highlight significance it did indicate that higher levels social
support were related to higher levels of HRQoL. More specifically, social support related to
significant others was related to HRQoL across all domains. This may be due to the fact that
significant others provide the most stable type of relationships and a majority of married
individuals in this study transitioned into LTC together, and are able to continue to be a part of
each other’s everyday lives.
Hypothesis 4 stated that HRQoL would be positively related to activity enjoyment, and
multivariate analysis did not support this hypothesis, but it did show significance. Multivariate
analysis indicated that higher ratings in lifetime activity enjoyment were negatively related to
HRQoL. This may be due to the fact that residents are not participating in leisure activities that
they have indicated enjoyment in due to lack of access based on availability of activities offered
in LTC facilities, which in return is causing lower ratings in HRQoL.
An example of this is salon days. Most LTC facilities have a salon day ranging from
once a month to once a week were a volunteer comes in to provide grooming services. While
males may be participating in this activity due to ease of access and wanting to maintain a well
groomed appearance it may remind them that they do not have access to other activities they
enjoy such visiting a barber shop, which over half of male residents reported as having enjoyed
throughout the lifespan. This may cause some residents to feel depressed as they reminisce
about an activity they no longer engage in and in return they report lower levels of HRQoL.
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Hypothesis 5 indicated that HRQoL would be positively related to participation in leisure
activities, and multivariate analysis did not support this hypothesis, but it did show significance.
Multivariate analysis indicated that higher levels of participation in activities that residents
enjoyed on a regular basis were significantly related to lower levels of HRQoL with regard to
physical status rating. This may be due to the fact that residents desire to participate in activities
they enjoy that require a level of independence with self-care that they no longer have, which is
important to note as over three quarters of residents reported needing some assistance with at
least one or more self-care activities. Residents may be trying to engage in leisure activities
independently when in fact they should have some form of assistance, and as a result they
accidently hurt themselves causing them to report lower levels of HRQoL due to physical injury.
Multivariate analysis also indicated that higher levels of activity participation were
related to lower levels of HRQoL. More specifically, activity participation in the form of
residents engaging in activities that they had previously not enjoyed throughout the lifespan were
significantly related to lower ratings in HRQoL. This may be due to the fact that residents only
have access to activities within LTC facilities that they had never participated in before residing
in LTC.
An example is arts and crafts. Arts and crafts is offered in all LTC facilities, however the
type of arts and crafts being performed may not be enjoyable to some residents. For example,
females may participate in this activity due to ease of access and they may perform arts and
crafts activities that involve handling food to create decorations for the holidays or other seasonal
events. This type of arts and crafts activity may not be enjoyable for some female residents
because handling food may remind them of other activities they used to enjoy such as baking,
which over three quarters of female residents reported as an activity they enjoyed throughout the
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lifespan. The participation in a particular type of arts and crafts activity may remind some
residents that they can no longer partake in other activities such as baking on their own anymore
due to self-care limitations or other health issues leading to feelings of depression. This in return
may cause some residents to constantly think that their physical health is poor and as a result
they rate their HRQoL lower.
Discussion
The purpose of this paper was to examine predicted variations in HRQoL of older adults
residing in LTC facilities. Previous research indicated that multiple variables related to self-care
(Callahan et al., 2005), depression (Stek et al., 2005), gender (Bird & Rieker, 1999), social
support (Grav et al., 2012), as well as leisure activities (Zimmerman et al., 2003) influence
HRQoL. Even after selecting items for the dependent variable of HRQoL that maximize
significance levels, the majority of variation remains unexplained. Variance related to self-care,
gender, and social support were not significant. Some of the variance at the individual level was
explained by demographic factors and depression. Still some of the variance was also explained
by factors related leisure activity participation. Findings suggest that more research is needed to
better understand variations in leisure activity participation and its impact in HRQoL. Findings
also suggest that more research is needed to determine how to employ a wider range of leisure
activities that promote HRQoL in older adults residing in LTC. As LTC facilities use the MDS
3.0 for measuring quality of care (Morley, 2013; Rahman & Applebaum, 2009; Zimmerman et
al., 2012) future implications may revolve around implementing measurements within the MDS
3.0 that rate available activities within LTC as well as enjoyment in current activities that are
offered within facilities.
Limitations
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There are several limitations to this study. Firstly, it should be noted that there is no “gold
standard” for predicting and evaluating HRQoL. Ultimately, it is up to the researcher to
determine the appropriate variables and tools to identify factors related to HRQoL that may or
may not include or go beyond the variables selected for this study. Second, the data was
collected in a face to face interview without formal assessment of an individual’s physical
mobility as related to self-care. This could have caused disparities in ratings as residents
identified their physical ability based off their own perceptions to perform activities.
Furthermore, some of these activities may not had participated in over the last month and some
activities may not have been offered within LTC facilities. Third, there were seven instruments
used during interviews, resulting in average response time of up to an hour. The length of the
interview may have caused individuals to become less engaged throughout the interview process
impacting the effort respondents gave to providing thoughtful answers due to becoming
disinterested or tired.
Conclusion
Understanding HRQoL in older adults residing in LTC is important to residents, their
families, and LTC staff alike. Data provided by the residents themselves based upon variables
that are distinct from the clinical assessments currently being used may be beneficial to
providing quality individualized care that can improve HRQoL outcomes. By understanding
variations in self-care, depression, social support, gender, and leisure activities “culture change”
can continue to take place within LTC facilities allowing residents to become empowered and
actively engage in promoting their own HRQoL.
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Table 1
Summary of LTC facility residents
ALF
Demographics

NH
n

Combined

n

%

%

n

%

65-74

6

5.4%

27

24.5%

33

30.0%

75-84

6

5.4%

28

25.4%

34

30.9%

85-94

10

9.0%

25

22.7%

35

31.8%

> 95

2

1.8%

6

5.4%

8

7.2%

Male

7

6.3%

28

25.4%

35

31.8%

Female

17

15.4%

58

52.7%

75

68.1%

White

24

21.8%

81

73.6%

105

95.5%

African-American

0

0.0%

3

2.7%

3

2.7%

Hispanic

0

0.0%

1

0.9%

1

0.9%

Other

0

0.0%

1

0.9%

1

0.9%

Married

3

2.7%

16

14.5%

19

17.2%

Divorced

5

4.5%

18

16.3%

23

20.9%

Widowed

14

17.7%

35

31.8%

49

44.5%

Age

Gender

Race

Marital status

table continues
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Table 1 continued
ALF

NH
n

Combined

Demographics

n

%

%

n

%

Single

2

1.8%

17

15.4%

19

17.2%

1 – 11

6

5.4%

26

23.6%

32

29.0%

12 – 23

6

5.4%

19

17.3%

25

22.7%

24 – 35

4

3.6%

11

10.0%

15

13.6%

36 – 47

2

1.8%

14

12.7%

16

14.5%

48 – 59

2

1.8%

3

2.7%

5

4.5%

60 – 71

3

2.7%

5

4.5%

8

7.2%

> 72

1

0.9%

8

7.2%

9

8.1%

No high school

10

9.0%

34

30.9%

44

40.0%

High school

11

10.0%

36

32.7%

47

42.7%

Vocational degree

1

0.9%

4

3.6%

5

4.5%

College degree

2

1.8%

7

6.3%

9

8.1%

Graduate degree

0

0.0%

5

4.5%

5

4.5%

Tenure

Education level

Total

24

86

110

Note. LTC = long term care; ALF = assisted living facility; NH = nursing homes; age = years.
Tenure refers to the number of months a resident has lived in a LTC facility.
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Table 2
Descriptive statistics of dependent variable HRQoL
Mean

SD

General health

1.70

1.01

Physical health

0.80

1.18

Mental health

0.99

1.23

Usual activities

0.54

1.00

CDC HRQoL-4

Note. HRQoL = Health Related Quality of Life; SD = standard deviation; CDC HRQoL-4 =
Center for Disease Control Healthy Days Core Module.
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Table 3
Descriptive statistics of independent variables
Mean

SD

Age

80.55

9.44

Divorced

0.20

0.40

No high school

0.40

0.49

OARS

3.56

3.73

GDS

8.03

5.82

GSMD

1.98

2.73

MSPSS SO

3.17

6.87

MSPSS FR

6.06

9.54

MSPSS FA

4.40

8.48

Activity enjoyment

15.80

4.19

AEWP

10.72

3.25

NAEWP

9.62

4.21

Note. SD = standard deviation; GDS = Geriatric Depression Scale; GSMD = Gotland Scale of
Male Depression; OARS = the Older Americans Resources and Services self-care inventory.
MSPSS SO= Multi-Dimensional Scale of Perceived Social Support of significant others; MSPSS
FR= Multi-Dimensional Scale of Perceived Social Support of friends; MSPSS FA= MultiDimensional Scale of Perceived Social Support of family. AEWP = activity enjoyment with
participation; NAEWP = non-activity enjoyment with participation.
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Table 4
Summary of ability to physically perform activity
No

Some assistance

No assistance

Leisure activities

n

%

n

%

n

%

Table games

7

6.3%

6

5.4%

97

88.1%

Gambling games

2

1.8%

13

11.8%

95

86.3%

Film and television

1

0.9%

0

0.0%

109

99.0%

Musical participation

3

2.7%

8

7.2%

99

90.0%

Musical performances

5

4.5%

44

40.0%

61

55.4%

Expos

3

2.7%

55

50.0%

52

47.2%

Sports participation

17

15.4%

33

30.0%

60

54.5%

Educational Activities

2

1.8%

38

34.5%

70

63.6%

Religious services

2

1.8%

40

36.3%

68

61.8%

Arts and crafts

11

10.0%

14

12.7%

85

77.2%

Woodshop

21

19.0%

22

20.0%

67

60.9%

Fishing

35

31.8%

30

27.2%

45

40.9%

Golf

62

56.3%

20

18.1%

28

25.4%

Baking

23

20.9%

29

26.3%

58

52.7%

Sports events

4

3.6%

60

54.5%

46

41.8%

Eating out

4

3.6%

58

52.7%

48

43.6%

Salon

3

2.7%

47

42.7%

60

54.5%

Barber

4

3.6%

48

43.6%

58

52.7%

table continues
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Table 4 continued
No

Some assistance
%

n

%

No assistance

Leisure activities

n

n

%

Target shooting

39

35.4%

18

16.3%

53

48.1%

Gardening

45

40.9%

19

17.2%

46

41.8%

Barbequing

46

41.8%

26

23.6%

38

34.5%

Reminiscing

1

0.9%

1

0.9%

108

98.1%

Exercising

8

7.2%

39

35.4%

63

57.2%

Video games

7

6.3%

7

6.3%

96

87.2%

Genealogy

7

6.3%

6

5.4%

97

88.1%

Internet

6

5.4%

10

9.0%

97

88.1%

Photography

9

8.1%

7

6.3%

91

82.7%

Shopping

3

2.7%

54

49.0%

53

48.1%

Note. No means that a resident cannot physically preform an activity, some assistance means the
resident can perform an activity with the help of another individual, and no assistance mean that
a resident can perform an activity independently on their own.
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Table 5
Summary of participation in leisure activities
Never
%

Once or twice
a month

About once a
week

n

%

n

%

More than
once a week

Leisure activities

n

n

%

Table games

66

60.0%

12

10.9%

7

6.3%

25

22.7%

Gambling games

40

36.3%

14

12.7%

24

21.8%

32

29.0%

Film and television

14

12.7%

3

2.7%

4

3.6%

89

80.9%

Musical participation

82

74.5%

16

14.5%

6

5.4%

6

5.4%

Musical performances

106

96.3%

3

2.7%

1

0.9%

0

0.0%

Expos

107

97.2%

3

2.7%

0

0.0%

0

0.0%

Sports participation

90

81.8%

7

6.3%

4

3.6%

9

8.1%

Educational Activities

104

94.5%

4

3.6%

2

1.8%

0

0.0%

Religious services

38

4.5%

8

7.2%

58

52.7%

6

5.4%

Arts and crafts

79

1.8%

15

13.6%

5

4.5%

11

10.0%

Woodshop

109

99.0%

1

0.9%

0

0.0%

0

0.0%

Fishing

110

100.0%

0

0.0%

0

0.0%

0

0.0%

Golf

110

100.0%

0

0.0%

0

0.0%

0

0.0%

Baking

109

99.0%

1

0.9%

0

0.0%

0

0.0%

Sports events

107

97.2%

3

2.7%

0

0.0%

0

0.0%

Eating out

85

77.2%

20

18.1%

4

3.6%

1

0.9%

Salon

46

41.8%

43

39.0%

21

19.0%

0

0.0%

table continues
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Table 5 continued
Never

Once or twice
a month

About once a
week

More than
once a week

%

n

%

n

%

n

%

96.3%

4

3.6%

0

0.0%

0

0.0%

Leisure activities

n

Barber

106

Target shooting

0

0.0%

0

0.0%

0

0.0%

0

0.0%

Gardening

1

0.9%

3

2.7%

0

0.0%

1

0.9%

Barbequing

110

100.0%

0

0.0%

0

0.0%

0

0.0%

Reminiscing

28

25.4%

23

20.9%

11

10.0%

48

43.6%

Exercising

41

37.2%

11

10.0%

10

9.0%

48

43.6%

Video games

107

97.2%

2

1.8%

0

0.0%

1

0.9%

Genealogy

109

99.0%

1

0.9%

0

0.0%

0

0.0%

Internet

97

88.1%

4

3.6%

0

0.0%

9

8.1%

Photography

107

97.2%

3

2.7%

0

0.0%

0

0.0%

Shopping

89

80.9%

17

15.4%

4

3.6%

0

0.0%

Note. Participation was rated as the last 30 days from the date of the interview for each resident.
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Table 6
Summary of lifetime enjoyment of leisure activities
No

Yes

Leisure activities

n

%

n

%

Table games

19

17.2%

91

82.7%

Gambling games

91

82.7%

79

71.8%

Film and television

9

8.1%

101

91.8%

Musical participation

52

47.2%

52

52.7%

Musical performances

34

30.9%

76

69.0%

Expos

59

53.6%

51

46.3%

Sports participation

33

30.0%

77

70.0%

Educational Activities

77

70.0%

33

30.0%

Religious services

9

8.1%

101

91.8%

Arts and crafts

42

10.0%

68

61.8%

Woodshop

70

63.6%

40

36.3%

Fishing

34

30.9%

76

69.0%

Golf

95

86.3%

15

13.6%

Baking

25

22.7%

85

77.2%

Sports events

21

19.0%

89

80.9%

Eating out

11

10.0%

99

90.0%

Salon

56

50.9%

54

49.0%

Barber

92

83.6%

18

16.3%

table continues
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Table 6 continued
No

Yes

Leisure activities

n

%

n

%

Target shooting

78

70.9%

32

29.0%

Gardening

25

22.7%

85

77.2%

Barbequing

46

41.8%

64

58.1%

Reminiscing

21

19.0%

89

80.9%

Exercising

29

26.3%

81

73.6%

Video games

103

93.6%

7

6.3%

Genealogy

79

71.8%

31

28.1%

Internet

84

76.3%

26

23.6%

Photography

77

70.0%

33

30.0%

Shopping

30

27.2%

80

72.7%

Note. No means that a resident has never enjoyed an activity throughout their entire life and yes
means that a resident has always enjoyed an activity throughout the lifespan.
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Table 7
Summary of activity enjoyment and participation
AEWLP

AEWP
%

n

NAENP

Leisure activities

n

%

Table games

50

45.4%

41

37.2%

Gambling games

26

23.6%

53

Film and television

11

10.0%

Musical participation

38

Musical performances

n

NAEWP
%

n

%

16

14.5%

3

2.7%

48.1%

14

12.7%

17

15.4%

90

81.8%

3

2.7%

6

5.4%

34.5%

20

18.9%

44

40.0%

8

7.2%

74

67.2%

2

1.8%

32

29.0%

2

1.8%

Expos

50

45.4%

1

0.9%

57

51.8%

2

1.8%

Sports participation

62

56.3%

15

13.6%

28

25.4%

5

4.5%

Educational Activities

29

26.3%

4

3.6%

75

68.1%

2

1.8%

Religious services

34

30.9%

67

60.9%

4

3.6%

5

4.5%

Arts and crafts

42

38.1%

36

23.6%

37

33.6%

5

4.5%

Woodshop

39

35.4%

1

0.9%

70

63.6%

0

0.0%

Fishing

76

69.0%

0

0.0%

34

30.9%

0

0.0%

Golf

15

13.6%

0

0.0%

95

86.3%

0

0.0%

Baking

84

76.3%

1

0.9%

25

22.7%

0

0.0%

Sports events

87

79.0%

2

1.8%

20

18.1%

1

0.9%

Eating out

76

69.0%

23

20.9%

9

8.1%

2

1.8%

Salon

9

8.1%

45

40.9%

37

33.6%

19

17.2%

Barber

16

14.5%

2

1.8%

90

81.8%

2

1.8%

table continues
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Table 7 continued
AEWLP
Leisure activities

n

Target shooting

AEWP

NAENP

%

n

%

32

29.0%

0

0.0%

Gardening

81

73.6%

4

Barbequing

64

58.1%

Reminiscing

16

Exercising

n

NAEWP
%

n

%

78

70.9%

0

0.0%

3.6%

25

22.7%

0

0.0%

0

0.0%

44

41.8%

0

0.0%

14.55%

73

66.3%

12

10.9%

9

8.1%

30

27.2%

51

46.3%

11

10.0%

18

16.3%

Video games

7

6.3%

0

0.0%

100

90.9%

3

2.7%

Genealogy

30

27.2%

1

0.9%

5

71.8%

0

0.0%

Internet

15

13.6%

11

10.0%

82

74.5%

2

1.8%

Photography

30

27.2%

3

2.7%

77

70.0%

0

0.0%

Shopping

61

55.4%

19

17.2%

28

25.4%

2

1.8%

Note. AEWLP = activity enjoyment with lack of participation; AEWP = activity enjoyment with
participation; NAENP = non-activity enjoyment and non-participation; NAEWP = non-activity
enjoyment with participation.
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Table 8
Standard multiple regression predicting HRQoL
HRQoL G

HRQoL P

β

Age

-0.02

-0.19

-0.00

-0.06

0.00

0.02

-0.02

-0.19

Divorced

-0.23

-0.09

-0.21

-0.07

0.00

0.00

-0.47*

-0.19

No high school

-0.46

-0.22

-0.14

-0.05

0.08

0.03

-0.38*

-0.18

GDS

0.09**** 0.53

0.04

0.23

0.06**

0.31

0.06**

0.38

GSMD

-0.05

-0.13

0.01

0.03

0.17**

0.38

0.07

0.21

OARS

0.02

0.07

-0.00

-0.01

0.02

0.07

-0.03

-0.13

MSPSS SO

-0.01

-0.07

-0.00

-0.04

-0.00

-0.00

-0.00

-0.01

MSPSS FR

0.00

0.09

0.00

0.02

-0.01

-0.10

-0.01

-0.12

MSPSS FA

0.01

0.09

0.01

0.11

0.00

0.06

0.00

0.06

Activity enjoyment

0.03

0.16

0.10*

0.37

0.01

0.05

-0.02

-0.09

AEWP

0.01

0.05

0.09*

0.25

0.02

0.05

0.01

0.03

NAEWP

0.06*

0.24

0.05

0.03

-0.00

-0.00

-0.00

-0.03

Intercept

1.45

0.00

-2.08

0.00

-0.72

0.00

2.24

0.00

0.30

β

b

0.18

β

HRQoL U

Variable

R-Square

b

HRQoL M
b

β

0.39

b

0.30

*p < .05. **p < .01. ***p < .001. ****p < .0001.
Note. GDS = Geriatric Depression Scale; GSMD = Gotland Scale of Male Depression; OARS =
the Older Americans Resources and Services self-care inventory; MSPSS SO= MultiDimensional Scale of Perceived Social Support of significant others; MSPSS FR= Multi-

78
Dimensional Scale of Perceived Social Support of friends; MSPSS FA= Multi-Dimensional
Scale of Perceived Social Support of family; AEWP = activity enjoyment with participation;
NAEWP = non activity enjoyment with participation; HRQoL G = general health; HRQoL P =
physical health; HRQoL M = mental health; HRQoL U = usual activities.

